Measles is a highly communicable viral disease, commonly affecting children and being responsible for a significant morbidity & mortality among them even today. Measles is also associated with Vitamin-A deficient conditions. This high morbidity & mortality rates phenomenon exist even after having a sufficiently efficient vaccine which is easily administrable requiring only single dose and becoming available for use since the year 1963. Many of the epidemiological features favours the possibility of its eradication for which most important requirement is a better (> or =90 percent) coverage of younger children & infants with minimum single dose of potent vaccine under suitable conditions. In fact by this intervention alone the number of deaths have been reduced from 8 million in 1960 to 0.61 million in 2004 1 Measles immunization coverage of 60.6% observed in our study is low as compared to international average range of 74% to 82%. Males were immunized more than females (63.5.0% Vs 56.1%) but sex differences were not statistically significant. This insignificant difference is a positive finding for the country like ours where female children are not cared as well as males are. The relatively better utilization of immunization services for females as compared to other services like proper nutrition, proper hygiene & cleanliness, proper treatment during illness, timely admission to hospitals etc. may be because immunization is available free of cost and also many times at door-steps or else at a walking distance from home as compared to other services requiring money and / or time.
The very low coverage of 20.0% in males & 21.0% in females in the age group of 6-11months is disturbing especially when it comes to the children of country like ours where as many as 47% underfives are undernourished & where epidemics of measles continue to occur. In both of above mentioned later conditions, measles immunization at the age of 6 months is recommended. Low coverage may partially be explained by the fact that many children who were 11 months (and few even with the age of 10-10½ months) would have been counted among those who have completed 1 year & hence in the next higher age group of 12months to 35 months. This is more true for the children studied in this work because most of them are sons / daughters of illiterate mothers who prefer to tell age of child in completed years. Thus in National Family Health Survey 2005-2006(NHFS-III) 3 where children up to the age of 12 months were studied, measles immunisation coverage was higher amounting to 48.4% To differentiate between a child of age 10-11 months & 12 months, is next to impossible task. Keeping patience and giving sufficient time to mother may partially help us in this regard. Positive aspect of this finding may very well be mentioned here. It has been recommended that as the number of measles cases are decreased & immunization coverage increased the average age for measles vaccination should be increased beyond 9 months to avoid the effect of placentally transferred antibodies 4 . This is what has been observed in this study as much more children got immunized at or after 12 months of age than at and before 11 months of age. The seroconversion in these immunized children might be better & this might be the reason of not having frequent epidemics though the number of susceptible (un-immunized children) is 43.6% which is more than required 40% to get epidemics 5 . The measles immunization coverage of 56.4% in our study is comparable to 55.1% coverage observed by others 6 in another slum of same city. In the states of Bihar & UP the measles coverage is 42% & 55.1% respectively 7 , giving an average of 48.5% coverage. Since most of population in the study area is the one migrated from UP & Bihar, 56.4% coverage is better (than 48.5% average coverage) which can very well reflect the advantage for migrated people obtained by health services of Chandigarh Administration. The study suggests the need of taking appropriate measures to improve measles coverage at an appropriate age discouraging outreach activities.
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